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T
he Accreditation Council of Graduate Medical Education (ACGME) recently finalized duty hour restrictions to be implemented by July 2011. 1 The new standards require programs to ensure that residents are managing their "time before, during and after clinical assignments." With increasing use of electronic health records (EHRs), residents could continue to participate in clinical activities after leaving the hospital. Although these hours are considered subject to the ACGME duty hour limits, no study to our knowledge has examined the extent of this practice.
2 Our study aims to quantify the extent and type of out-of-hospital work reported by internal medicine residents at 2 Midwestern teaching hospitals with EHRs.
Methods. An anonymous 1-page survey was created to assess clinical activities that could be performed from home via telephone, Internet, or remote access of EHRs. These activities included checking laboratory results, reviewing records, placing orders, communicating with ward teams, managing clinic patients, and conducting activities such as independent didactics and research. Residents were asked to rate the frequency of these activities during their last inpatient service month. Residents were also asked if they ever performed these activities on days off or on post-call days.
Paper surveys were distributed to internal medicine residents at mandatory house staff meetings at 2 Midwestern teaching hospitals in June 2010. The surveys were entered into an Excel database and analyzed using STATA 10.0 (StataCorp, College Station, Texas). Site-adjusted analysis of variance and logistic regression were used to assess differences by site or residency training year. This study was exempt from institutional review board review.
Results. Seventy-three surveys (65%) were completed (51% by interns). Response rates by site were similar (61% vs 69%; P=.35). Many residents (93%) reported checking laboratory results from home at least once, with 45% doing so frequently and two-thirds doing so on a postcall day. Nearly 70% of residents reported ordering inpatient laboratory studies from home, with 37% doing so on a post-call day. Two-thirds of residents (66%) reported paging their cross-covering teams at least once in the last month, while only 5% did so frequently; 39% of this communication occurred on the post-call day. Interestingly, almost half (45%) of residents reported calling their ward patients from home at least once in the past month, and 21% did so on the post-call day. Clinic management was often done from home: 78% of residents reported calling clinic patients from home, 85% reported checking laboratory results from home at least once in the past month, and 33% did so frequently (Table) .
Nearly all (99%) residents reported researching patients' illnesses from home, and just under half did so on a post-call day. Likewise, 83% of residents reported doing research from home, with one-third doing so frequently. Regarding days off, 45% of residents reported coming to the hospital at least once on their designated day off to conduct clinical activities, and two-thirds reported doing so a Results are from a 12-item survey administered at 2 sites with electronic health records ascertaining frequency of activities performed by residents from home.
b "Frequently" is defined as more than 3 times a week.
for educational activities. When compared with interns, residents reported more out-of-hospital time preparing for conference (residents, 56%, vs interns, 21%; P = .003), emailing attending physicians (residents, 28%, vs interns, 6%; P=.02), and contacting cross-covering teams on the post-call day (residents, 56%, vs intern, 30%; P=.04). Site differences were observed for clinic management and conference preparation.
Comment. As residents' work hours are restricted, it is important to understand out-of-hospital work. Electronic health records have allowed many residents to complete clinical tasks from home, which are not routinely counted as part of duty hour reports. Moreover, this work is sometimes taking place when residents are most fatigued after extended shifts or on designated days off. Given concerns about shift work mentality with duty hours, these behaviors suggest that residents are continuing to advance care for patients even after ending their shift. Further study is needed to describe the extent of this practice and whether it poses a safety risk.
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W
e read with great interest the article by Shen et al 1 reporting the prevalence of familial defective apolipoprotein B-100 due to R3500Q mutation in apolipoprotein B (APOB) in the Old Order Amish population. The authors concluded that this mutation was a major determinant of low-density lipoprotein cholesterol (LDL-C) levels and coronary artery calcification in the Amish.
1 Surprisingly, a self-reported history of cardiovascular disease (CVD) was not different among individuals with RR, RQ, and QQ genotypes despite extremely low frequency of lipid-lowering medication use. Especially striking is the lack of increased prevalence of historical CVD in the stage 2 participants who were older, with a mean age of 57 to 59 years. We wonder if the study sample may be biased because some affected individuals harboring R3500Q variants may have developed CVD earlier in life and may have died suddenly prior to reaching their 40s (mean age in stage 1 participants). Was information about family history of premature CVD or sudden death collected? We would expect that individuals with heterozygous or homozygous R3500Q variant should report more cardiovascular events among their relatives than individuals not harboring the mutation. Alternatively, is it possible that R3500Q mutation in Old Order Amish despite increasing LDL-C levels and coronary artery calcium scores on electron beam computed tomography does not increase cardiovascular events?
We also wonder about the sex differences in the prevalence of CVD and coronary artery calcification among Amish individuals with familial defective apolipoprotein B-100. It is well known that men with heterozygous familial hypercholesterolemia due to lowdensity lipoprotein receptor (LDLR) mutations develop coronary heart disease approximately a decade earlier than women. 2 We also note that only
